Managing maxillofacial trauma cases always requires a discussion between the surgeon and anesthesiologist regarding airway management, especially when fracture repair requires control of occlusion and restoration of challenging midfacial and nasal injuries. In this subpopulation of facial trauma patients, as well as those with skull base or cribriform injuries that prohibit nasotracheal intubation, the airway is traditionally secured by tracheotomy. [1] [2] [3] While tracheotomy is a safe and time-honored method of securing the airway, both major and minor complications can occur in a small percentage of cases. 4 Th e technique of submental intubation (SMI) is a useful alternative that is generally underused in otolaryngology practices and, as of yet, has been unreported in the otolaryngology literature. SMI provides a secure airway and allows unfettered surgical access for repair of complex panfacial fractures.
Managing maxillofacial trauma cases always requires a discussion between the surgeon and anesthesiologist regarding airway management, especially when fracture repair requires control of occlusion and restoration of challenging midfacial and nasal injuries. In this subpopulation of facial trauma patients, as well as those with skull base or cribriform injuries that prohibit nasotracheal intubation, the airway is traditionally secured by tracheotomy. [1] [2] [3] While tracheotomy is a safe and time-honored method of securing the airway, both major and minor complications can occur in a small percentage of cases. 4 Th e technique of submental intubation (SMI) is a useful alternative that is generally underused in otolaryngology practices and, as of yet, has been unreported in the otolaryngology literature. SMI provides a secure airway and allows unfettered surgical access for repair of complex panfacial fractures.
Th e SMI technique has undergone subtle modifi cations since it was introduced by Hernández Altemir in 1986. 2, 5, 6 However, the general features of this procedure remain unchanged: Orotracheal intubation is established fi rst, and then the endotracheal tube (ETT) is brought through the fl oor of mouth so that it exits the skin of the submental region and will not interfere with the operative fi elds of the mouth and nose. 1, 2, 5, 6 Our present technique builds upon the experience of earlier authors and codifi es a simple, reproducible method that can be readily incorporated into the practice of otolaryngologists treating maxillofacial trauma.
Panfacial fractures necessitate surgical maneuvers to restore the premorbid occlusion through intermaxillary fi xation, as well as the freedom to manipulate the maxilla and reconstruct the midfacial anatomy. Nasotracheal intubation prohibits the midfacial degloving approach for LeFort II, LeFort III, nasoseptal, and naso-orbito-ethmoid complex fractures. For all of the above cases, SMI is our preferred method of securing the airway during surgery.
Our method of SMI is performed using only a #15 blade, Kelly clamp, and a wire-reinforced ETT. At the start of the operation the neck is prepped and a separate sterile fi eld with the requisite instruments is prepared so that SMI can be completed and the airway secured before turning the OR table away from the anesthesiologist.
Using a sterile technique, a 2-cm skin incision is camoufl aged within the superomedial aspect of the submental triangle, along the lingual surface of the mandible. Th e clamp is inserted through the incision until it reaches the inferior surface of the mandible and then travels in a supraperiosteal plane along the lingual cortex of the mandible until the tip of the clamp can be visualized through the mucosa of the fl oor of mouth. Avoiding a direct midline approach prevents trauma to Wharton duct (fi gure 1). 1 Th e blade incises the mucosa directly overlying the clamp, leaving enough mucosa intact for a primary repair aft er the ETT is removed at the conclusion of sur- gery (fi gure 2). Once the oral cavity mucosa is incised, the clamp is opened several times to dilate the surgical tract and allow grasping of the pilot balloon. Th e pilot balloon is brought through the fl oor of mouth fi rst, and then a second pass with the clamp allows the ETT (with the connector removed) to be brought out of the submental incision and be reconnected to the anesthesia circuit (fi gure 3). Silk sutures secure the ETT in place at the submental incision. At the conclusion of surgery, the entire SMI procedure is reversed. Th e ETT is brought back through the neck so that it once again exits the mouth and can be returned to the anesthesiologist in the familiar starting position. Both access incisions are sutured; however, some authors allow the fl oor-of-mouth incision to heal secondarily. [1] [2] [3] Complications of SMI are rare. Th e resultant scar is typically inconspicuous and hidden within the shadow of the jaw line. Submental site infection is the most commonly reported minor complication, 1 and while airway compromise is the most important major complication, this serious morbidity is not associated with SMI in the literature. [1] [2] [3] 6 Adverse airway events in patients undergoing SMI have been avoided by returning the patient to the anesthesiologist aft er reversal of SMI. At that point the ETT is once again in the familiar starting position, and the patient can either be extubated based on routine parameters or remain intubated until extubation criteria can be met. [1] [2] [3] 6 Floorof-mouth swelling aft er SMI has not prevented extubation in our clinical practice and has not been reported in the literature as a reason for prolonged orotracheal intubation, although doing so would be a safe and conservative consideration. [1] [2] [3] 5, 6 Th e SMI technique is easily learned, uses standard instruments, and can obviate the need for tracheostomy while improving surgical exposure in the repair of panfacial fractures. 
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